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VisitationObjectives: To examine conditions and strategies to meet the challenges imposed by the coronavirus dis-
ease 2019 (COVID-19)-related visiting restrictions in Scandinavian intensive care units.
Research methodology/design: A cross-sectional survey.
Setting: Adult intensive care units in Denmark, Norway and Sweden.
Main outcome measures: Likert scale responses and free-text comments within six areas: capacity and
staffing, visiting policies and access to the unit, information and conferences with relatives, written infor-
mation, children as relatives and follow-up initiatives.
Results: The overall response rate was 53% (74/140 participating units). All intensive care units had
planned for capacity extensions; the majority ranging between 11 and 30 extra beds. From March–
June 2020, units had a mean maximum of 9.4 COVID-19 patients simultaneously. Allowing restricted vis-
iting was more common in Denmark (52%) and Norway (61%) than in Sweden where visiting was mostly
denied except for dying patients (68%), due to a particular increased number of COVID-19 patients. The
restrictions forced nurses to compromise on their usual standards of family care. Numerous models for
maintaining contact between relatives and patients were described.
Conclusion: Visitation restrictions compromised the quality of family care and entailed dilemmas for
healthcare professionals but also spurred initiatives to developing new ways of providing family care.
 2021 The Authors. Published by Elsevier Ltd. This is anopenaccess article under the CCBY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).Implication for clinical practice
 The COVID-19 pandemic has required comprehensive visiting restrictions in the intensive care unit.
 The restrictions force nurses to compromise on usual standards of family care.
 Alternative ways to maintain patient-family contact must be applied.related
.1016/j.
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Millions of people have been diagnosed with coronavirus dis-
ease 2019 (COVID-19) worldwide, and more than three million
people have died from this infectious disease (WHO, 2021). Many
patients diagnosed with COVID-19 need advanced medical treat-
ment to survive, and 14% of hospitalised COVID-19 patients needed
treatment in intensive care units (ICUs) (Richardson et al., 2020).
Critical illness not only affects the life of the patient but also the
lives of the close relatives who suddenly must deal with the acute,
critical illness and perhaps fear of losing a loved one, and in this
pandemic, they may be infected with the disease themselves. Con-
sequently, the pandemic has entailed numerous challenges for the
healthcare system and the care for critically ill ICU patients and
their relatives. For ICU patients, close relatives play a vital role dur-
ing the ICU admission and throughout convalescence, and patients
treasure their love and support (Bergbom and Askwall, 2000;
Linnarsson et al., 2010; Ågård et al., 2015).
To contain the spreading of the Coronavirus, several measures
have been implemented, including strict hospital visitation restric-
tions (Jansson et al., 2020). The restriction has resulted in limited
possibilities for relatives to visit patients in the ICU. An open visi-
tation policy is a cornerstone for relatives to be able to visit and be
involved in the care of their critically ill loved ones (Vandall-
Walker and Clark, 2011) and may reduce long-term psychological
health problems for families (Fumis et al., 2015; Jacob et al.,
2016). Consequently, the novel visitor restrictions represent a his-
toric break with a strong tradition where healthcare professionals
make an effort to welcome the relatives, and the restrictions may
have a negative impact on patients, relatives and healthcare pro-
fessionals (Downar and Kekewich; 2021, Rose et al., 2020; Valley
et al., 2020). For many ICU professionals, keeping relatives
informed solely via the telephone or attempting to connect the
patient and relatives using digital communication devices are
novel challenges (Marra et al., 2020; Mendiola et al., 2021; Rose
et al., 2020; Sasangohar et al., 2020; Scelsi, 2020). However, poli-
cies for maintaining contact at a distance may also prove useful
at ordinary times for relatives who for different reasons cannot
visit the ICU, as well as during future pandemics.
During the COVID-19 pandemic, healthcare professionals’ daily
routines in the ICU have changed, for example, visiting policies,
increased use of personal protective equipment and changes in
staffing. Working in the ICU during the COVID-19 pandemic has
been associated with psychological symptoms, such as depression,
anxiety and stress among staff (Hammond et al., 2021; Heesakkers
et al., 2021; Gormez et al., 2021; Cag et al., 2021), and overworked
and stressed staff often experience that their possibilities to sup-
port the patients’ relatives are limited and challenging (Azoulay
et al., 2021).
Acknowledging that the COVID-19 pandemic has limited rela-
tives’ access to patients in the ICU and that this situation is chal-
lenging for healthcare professionals, this study aimed to examine
conditions and strategies to meet the challenges imposed by the
COVID-19-related visiting restrictions in the ICU.Methods
Setting
The study was a cross-sectional survey among adult ICUs in
Denmark, Norway and Sweden.2
Ethical approval
The survey was carried out in accordance with the Declaration
of Helsinki and registered with the Danish Data Protection Agency
(20/2513) on behalf of all three countries. According to the legisla-
tion in all three countries, studies without patient information or
use of human biological material do not require approval from
the Regional Committees on Health Research Ethics. However,
some institutions require that all projects should be approved by
a research board. Approval was obtained for this study. Study par-
ticipants were informed that participation was voluntary and that
results would be kept confidential and reported anonymously. Par-
ticipants consented to take part in the study by completing the
questionnaire.
Participants
Adult ICUs in Denmark, Norway and Sweden were invited to
participate. Self-standing paediatric ICUs were excluded. In Den-
mark and Norway, all adult ICUs received the questionnaire (39
and 57, respectively), in Sweden 44 out of 73 adult ICUs accepted
to receive the questionnaire. One ICU nurse coordinator or clinical
nurse specialist from each ICU was asked to respond on behalf of
their respective ICUs.
Data collection
In 2019, the research group responsible for this study con-
ducted a survey among adult ICUs in Denmark, Norway, Sweden
and Finland regarding different aspects of patient care in the ICU,
involving the relatives (paper submitted). The same ICU research
group conducted a questionnaire survey in this study concerning
experienced challenges and strategies for family care despite
COVID-19-induced restrictions on ICU visiting. The questionnaire
was developed based on the 2019 study on literature and the gen-
eral experiences from the COVID-19 crisis. The questionnaire con-
sisted of six sections: ICU capacity and staffing, visiting policies
and access to the ICU, information and conferences with relatives,
written information, children as relatives and follow-up initiatives.
All sections included both Likert scale questions and options of
writing free text. The questionnaire was translated into all three
languages and was pilot tested by two ICU nurses from Denmark,
one from Norway, and two from Sweden. The survey was dis-
tributed via the electronic survey system SurveyXact to the partic-
ipants’ work e-mail in mid-November 2020. The three countries
had the first COVID-19 wave in March-June 2020, and the ques-
tions were specifically targeting these first four months of the pan-
demic, where the COVID-19 situation and dealing with visiting
restrictions were novel challenges. If no response was received
within 2 weeks, a reminder e-mail was sent, which includes a
new link to the questionnaire. No follow-up survey was conducted,
but the participants were asked if visiting restrictions were eased
during the study period (March-June 2020), and if restrictions were
still applied at the time of the survey (November/December 2020).
Data analysis
Quantitative data were analysed using descriptive statistics.
Categorical variables are presented as numbers and percentages,
and continuous variables are presented with mean and range.
Qualitative data in the form of free-text comments (typically 1–3
lines varying up to 14 lines) was analysed inspired by a content
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comments were related to specific questions and sections. How-
ever, across the free-text comments more overall codes, sub-
categories and categories were identified to elaborate on the quan-
titative responses. Due to the overall quantitative design of the
study, analysis of latent content was not performed. Instead, the
categories identified at a manifest level were described. Danish,
Norwegian and Swedish are fairly similar languages, and authors
representing all three countries read all comments and partici-
pated in the analysis. First, the comments from each country were
analysed separately. Later, after several rounds of analysis consen-
sus was reached on a cross-national description of the qualitative
findings elaborating on the quantitative responses. Below, the find-
ings from the free-text comments are described in continuation of
the quantitative results from each of the six sections of the
questionnaire.Results
The response rate was 53%, with 74 of the 140 participating
adult ICUs: Denmark 62% (24/39), Norway 35% (20/57) and Swe-
den 69% (30/44).
ICU capacity and staffing
The majority of the ICUs were of a high or intermediate level.
Due to the possible need for ICU treatment for numerous COVID-
19 patients, all ICUs had planned for extensions of ICU capacity
(Table 1).
In Denmark, 71% of the participating ICUs had assistance from
staff without ICU training from other departments. Similarly, this
was the case for Norway and Sweden at 37% and 100% of partici-
pating ICUs, respectively. Across the free-text comments ‘Changes
to ICU nurses’ professional role’ was identified as an overall ana-
lytic category. The nurses had to shift from practicing bedside
patient care to acting in a consultant role when staffs from other
units such as surgery, anaesthesia, general wards or clinics were
relocated to team up with skilled ICU nurses in the ICU. According
to the nurses, the general level of ICU nursing competencies in the
teams decreased, while the responsibility of the ICU nurses to edu-
cate and supervise novice ICU staff increased.
Visiting policies and access to the ICU
All ICUs had visiting restrictions. In Denmark and Norway,
restricted access was most commonly reported. Swedish ICUsTable 1
Planning of ICU capacity and impact of pandemic.
Total
Extension of ICU capacity (n/%)
1–10 extra beds 18 (25)
11–20 extra beds 17 (24)
21–30 extra beds 18 (25)
31–40 extra beds 9 (13)
41–50 extra beds 4 (6)
More than 50 extra beds 5 (7)
Max number of patients March-June 2020 (mean/range) 9.4 (0–81)
COVID-19 positive per 100,000 citizens (n)
July 1st1, 2020
December 1st1, 2020
COVID-19 deaths per 100,000 citizens (n)
July 1st1, 2020
December 1st1, 2020
1Or as close to the date as reported by the authorities and based on quartile data on nu
Of the three countries, Sweden had the highest number of COVID-19 ICU patients, and
3
mainly practiced no access, except for relatives of dying patients.
Most ICUs had fixed COVID-19-induced overall criteria for visits.
The individual decisions of whether access should be allowed or
not within the overall criteria were usually a joint decision made
by the intensivist and the patient’s nurse, but it could also be
decided by either the nurse, the intensivist or the management
(Table 2).
Overall, 77% of the ICUs loosened the restrictions within the
first four months (March-June 2020), and 83% of them still had vis-
iting restrictions at the time of the survey (November/December
2020). If access was allowed for relatives, it was mainly restricted
to one or perhaps two persons, and most ICUs required that it was
the same one or two visitors during the patient’s entire stay in the
ICU. In addition, for 21% of ICUs, the visit was restricted to <30 min,
for 24% 30–60 min and for 30%, there was no time restriction when
access was allowed.
Across the free-text comments, ‘Balancing an overarching effort
to prevent the transmission of COVID-19, considering individual
emotions and social factors for patients and relatives’ was identi-
fied as an overall analytic category. In addition, considerations to
protect health care personnel (unvaccinated) were mentioned as
an important reason for implementing strict visiting regulations.
Some of the nurses described how the restrictions forced them to
compromise on their usual professional standards of family care:
‘We [normally] have a robust collaboration with relatives, but it
has been extremely difficult to live up to a good standard if you
have to comply with guidelines from the health authorities [re-
garding restrictions]’. Simultaneously, a few nurses, especially
among the Swedish participants, described that during the first
months of the pandemic they would not have had the time to care
for the relatives. Other quotes indicated a level of moral as well as
emotional strain on the ICU nurses as they sought to balance the
restrictions and the needs of patients and relatives. Several of the
nurses described making exceptions from the restrictions. A nurse
wrote, ‘It is people we are dealing with, so individual considera-
tions must be taken into account’. The nurses referred mainly to
criteria decided at a national or hospital management level, while
more specific criteria or unit-based guidelines were not men-
tioned. A nurse described how in her ward–while applying several
precautionary measures–a COVID-19-positive relative was allowed
to visit a COVID-19-negative patient who was awake and dying.
The nurse further described ‘It was experienced as a difficult
dilemma but subsequently as an ethically and humanely right
decision’. In addition, the everyday decision-making concerning
visiting appeared to be a source of possible intercollegiate strain.
A nurse wrote, ‘Sometimes the nurses disagreed on whether we
could loosen the restrictions’, while another said, ‘The restrictionsDenmark Norway Sweden
3 (13) 8 (42) 7 (23)
6 (26) 4 (21) 7 (23)
9 (39) 0 (0) 9 (30)
1 (4) 5 (26) 3 (10)
2 (9) 0 (0) 2 (7)
2 (9) 2 (11) 1 (3)






Norway the lowest (Table 1).
Table 2
Visiting restrictions and policies.
Total Denmark Norway Sweden
n1 = 69 % n = 23 % n = 18 % n = 28 %
Visiting restrictions
No access 5 (7) 2 (9) 1 (6) 2 (7)
No access except for dying patients 34 (49) 9 (39) 6 (33) 19 (68)
Restricted access 28 (41) 12 (52) 11 (61) 5 (18)
Other 2 (3) 0 (0) 0 (0) 2 (3)
Set criteria for visits (Yes) 43 (63) 13 (57) 14 (78) 16 (59)
Who could allow access2
Patient’s nurse 23 (33) 9 (39) 6 (33) 8 (29)
Intensivist 33 (49) 6 (26) 7 (39) 20 (71)
Management 23 (33) 8 (35) 9 (50) 6 (21)
Joint decision 36 (52) 15 (65) 9 (50) 12 (43)
Other3 8 (12) 4 (17) 4 (22) 0 (0)
1Different n in individual variables due to missing data.
2Possible to choose more than one answer.
3I.e.: ‘‘Overall guidelines”, ‘‘Depending on the time (Day/night or weekday/weekend)”, ‘‘Also in collaboration with physician from parent ward”.
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were allowed more visits than others, depending on which staff
was responsible’.
Contact between relatives and healthcare professionals
Most ICUs (53%) described that the frequency of physician-
family conversations depended on what was required in the indi-
vidual patient case (Denmark 70%, Norway 53% and Sweden
39%), and 40% described that the conversations were conducted
daily (Denmark 17%, Norway 47% and Sweden 54%). Most ICUs
(56%) did not have a set time for the conversations. Nurses always
or often participated in the conversations in 68% of Danish ICUs,
53% in Norwegian ICUs and 7% of Swedish ICUs.
The free-text comments described various ways of keeping in
contact with and informing relatives. Due to the high workload,
especially at the beginning of the pandemic, and difficulty for staff
to talk when wearing protective equipment, there was limited
opportunity for close relatives to call and get in touch with the
staff. Instead, many ICUs implemented new routines such as a daily
telephone call where after rounds the physicians called the rela-
tives to update them about the patient’s condition. In Norway, this
routine was implemented in many ICUs and consequently, the
nurses had no contact with the relatives. In Denmark, a nurse
described how in her ICU a nurse twice daily collected information
about all the patients and subsequently contacted the relatives via
the telephone. In Sweden, some ICUs implemented special tele-
phone support lines staffed with a physician, social worker or psy-
chologist who telephoned the relatives to provide psychosocial
support. Moreover, the relatives could contact the support line if
they were worried. During this process, other health care profes-
sionals took over the supportive role of relatives that ICU nurses
used to provide prior to the pandemic, but nurses described miss-
ing important information regarding the patient that could have
been obtained from the relatives themselves. A nurse wrote, ‘There
were no relatives to support the patient. They are an important
part of the work if the patient is worried, and a source of informa-
tion for the healthcare professionals about the patient’.
Contact between relatives and patients
Numerous models for maintaining contact between patients
and their relatives were described in the free-text comments. Con-
scious and non-intubated patients could use their phones or
tablets. If the patient was intubated and sedated, some nurses
described contacting the relatives by phone, while holding the
phone to the patient’s ear. Since there were limited opportunities4
to visit the ICU, a variety of digital communication solutions were
applied to maintain contact between patients and relatives repre-
senting a breakthrough in the application of virtual communica-
tion tools in Scandinavian ICUs. The nurses described using
phones, tablets and computers for establishing video contact via
Skype, Facetime, Zoom, Visiba Care or Teams. Some ICUs in Den-
mark and Norway only used secured hospital digital platforms
with specific logon procedures while others also used non-
secured technologies. In addition, relatives were encouraged to e-
mail photos of the family and encouraging letters to be printed
and hung by the patient’s bed. A nurse described that the relatives
were encouraged to make short video greetings to the patient. A
few nurses also described emailing photos of the patient to the
relatives.Written information
During the first few months of the pandemic, most ICUs rarely
or never provided written information to relatives regarding
patient treatment (75%) or about being a family member of an
ICU patient (54%); Denmark and Norway provided more written
information compared to Sweden. The free-text comments
described that some ICUs managed to transfer the written informa-
tion to a webpage to enable access to the relatives from their loca-
tion, while others described that the written information was only
provided for relatives who visited the ICU.Children as relatives
Most of the ICUs (70%) did not have any special initiatives for
under-age relatives during the first four months with visiting
restrictions. A Swedish ICU described that from March to June
2020 they were supported by a social worker and a psychologist
who checked with all the patients if there were under-age rela-
tives, and if so, a plan for contact was formulated. Likewise, either
the counsellor or the psychologist was always present for support
during the visits.Diaries and follow-up initiatives
Despite the increased workload due to the increasing number of
COVID-19 patients, 87% of Danish, 82% of Norwegian and 44% of
Swedish ICUs maintained their normal practice regarding the use
of patient diaries. As described in some of the free-text comments
from Swedish ICUs, the staffs were unable to maintain writing dia-
ries during the first few months of the pandemic due to the lack of
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period when the number of COVID-19 patients decreased.
Similarly, 57% of Danish, 94% of Norwegian and 29% of Swedish
ICUs maintained their normal practice regarding follow-up conver-
sations for relatives. This significant decrease observed in Swedish
ICUs, as described in the free-text comments, was because many
had insufficient resources to conduct follow-up conversations
and others had converted to a telephone conversation. However,
one ICU had improved their follow-up practice because the coun-
sellor and psychologist described above, who took special care of
under-age relatives, contacted all the relatives for follow-up, some-
thing the ICU had not prioritised before.
Discussion
The COVID-19 pandemic has entailed comprehensive visiting
restrictions for relatives of patients in the ICU. The workload and
stress on ICU staff have been immense, and in addition to dealing
with a new infectious disease and the possible substantial increase
in ICU capacity, the ICU staff had to find new ways to care for and
support the relatives.
During the study period, Sweden had the highest number of
COVID-19 patients in the ICU, and Norway had the lowest, reflect-
ing the differences in cumulated incidence of COVID-19 positive
per 100,000 citizens. The level of strain on the nurses is mirrored
in their descriptions of their experiences and efforts to care for
the relatives during the pandemic. Caring for the ICU patient is
the main task for ICU healthcare professionals, and in times of cri-
sis, other important tasks such as caring for relatives may have to
be considered a lower priority task. However, literature shows that
relatives’ presence in the ICU is important both for the patient and
the relatives themselves (Davidson et al., 2017; Linnarsson et al.,
2010; Nassar Junior et al., 2018; Rosa et al., 2017; Ågård et al.,
2015). Children and young relatives tend to be especially vulnera-
ble and at risk of developing post-traumatic stress disorder after
the ICU event (Ferge et al., 2021; Knutsson et al., 2017). Therefore,
future pandemic strategies should also incorporate caring for rela-
tives, including suggestions of maintaining contact between
patients and their relatives when visits are restricted (Moore,
2020; Zante et al., 2020). Some of the Swedish ICUs described
assigning non-ICU staff for different aspects of family care, and this
emergency solution could perhaps be applied in other ICUs when
the bedside ICU nurse is unavailable to care for the family. How-
ever, it represents a major change in the ICU nurse’s professional
role. In Scandinavia, the highly skilled ICU nurse is in charge of
the individual patient’s total care, knowing all the details (Ågård
and Harder, 2007). Consequently, leaving family care with other
professionals with less insight into the patient’s condition may
compromise the quality of this important task. Systematic evalua-
tion of ICU practice and experiences with family care during the
COVID-19 pandemic will provide a basis for well-thought-out pro-
fessional solutions for providing family care during future
pandemics.
Most participating ICUs had restricted visits instead of a total
ban. This enabled the ICUs to make individual considerations and
provide what was experienced as humane family care. However,
sometimes this discretionary practice created dilemmas as the
healthcare professionals not always agreed on when and how to
deviate from the restrictions. Several inconsistencies in the prac-
tice of different healthcare professionals, including challenges with
open access to the ICU have earlier been reported (Kleinpell et al.,
2018). To minimise potential friction between healthcare profes-
sionals and frustration from relatives due to different stances,
transparency in visiting policies from management and team deci-
sions instead of individual decisions should be strived for. Further-
more, to support decision-making concerning ICU visiting during5
restrictions on the individual patient-family case level, explicit
unit-based descriptions specifying cases or situations where
exceptions from the restrictions could be made would probably
be helpful, for example, by further specifying overall patient cate-
gories such as ‘the critically ill patient’ or ‘the dying patient’.
One of the most complicated challenges in connection with vis-
itation restrictions is caring for the dying patient (Anneser, 2020;
Chen, 2020; Nyatanga, 2020; Stilos and Moore, 2020). In the cur-
rent study, several comments described how nursing discretion
and exceptions to the visiting rules were applied in cases involving
dying patients and how in these situations the needs of the patient
and relatives took precedence over the need for infection control.
Not being able to say goodbye to a loved one may negatively
impact the relatives’ experiences of death, as well as their grieving
process, and is, therefore, a relevant and important prioritisation
(Nelson-Becker and Callahan, 2021).
The free-text comments showed a high level of creativity and will-
ingness from the health care professionals to support relatives and
assist them with maintaining contact with the patients. This has also
been reported by other healthcare professionals (Kanaris, 2021) and
several different approaches have been created, both on the ICU
(Cohen, 2020; Lipworth et al., 2021) and national levels
(ComunicoCOVID, 2020; Rose et al., 2020). For some of the participat-
ing ICUs in the current study, the pandemic entailed general improve-
ments in family care such as daily relative-intensivist conversations,
new follow-up initiatives and methods to maintain contact between
relatives and patients when physically apart. This knowledge may
prove useful and beneficial even in non-pandemic situations, as rela-
tives at normal times may have difficulties visiting the ICU due to, for
example, long distances or illness. However, special caution should be
taken regarding possible violation of the European General Data Pro-
tection Regulation (EU, 2021), as the use of Facetime, Skype, etc. are
not secured communication platforms if not used on the patient’s per-
sonal devices (Rose et al., 2020). Several secured methods for virtual
contact have been developed (Rose et al., 2020), and these should
be shared and implemented. Many respondents from the current
study described family gratitude and satisfaction with frequent tele-
phone updates and virtual options for family-patient contact. This
was also reported in other studies (Kennedy et al., 2020;
Sasangohar et al., 2020). However, for the patient, the value of verbal
communication and in-person meetings between the ICU nurse and
family members cannot be overestimated. Only close relatives can
provide the patient’s life history, including existential and spiritual
needs, which are put in the forefront during a life crisis, such as get-
ting infected with COVID-19 and needing intensive care.
Strengths and Limitations
Strengths of the study include the multinational design and par-
ticipation of ICUs with different levels of pandemic impact. The
study also has some limitations. First is the moderate response
rate, which induces the risk of non-responder bias. Second, the
study included only Scandinavian ICUs. The survey design does
not provide opportunities to examine the reasons behind the
responses and a more nuanced understanding of the impact of vis-
iting restrictions on healthcare and relatives’ experiences. This
should be explored in future research using qualitative methods.
Conclusion
ICU visitation restrictions compromised the quality of family
care and entailed dilemmas for healthcare professionals; however,
they also created new ways of caring for relatives of patients in the
ICU. Our findings also revealed that the high number of COVID-19
ICU patients during the surge burdened the ICU nurses and led to
changes in their professional role. The usual close contact between
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have sometimes been their primary source of information concern-
ing the patient. The consequences for patients, close relatives and
nurses’ ability to provide family-centered care will be of large
interest to investigate when the current crisis has abated.
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